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Bluetooth and wireless connectivity allowing the user to
download images to the device, connect to the user’s cell
phone, video chat, and to upload images and videos. The
heads up display is capable of projecting data into the user’s
periphery. While all these technologies could potentially aid
surgeons with intraoperative video recording, surgeons have
yet to report the feasibility of using Google Glass
intraoperatively. From Glass, the OR video is wirelessly
streamed to an in-house video and multimedia management
system known as Medicrate that we have developed. The
video can be edited by whom ever is granted access and
shared in order to maximize surgical teaching. The system
also allows users to store videos, documents, presentations,
and images to a local hospital cloud. These various forms of
multimedia can be selectively shared by creating local groups
on Medicrate and giving group access of personal multime-
dia. Finally, Medicrate allows users to generate custom
quizzes associated with their content in order to assess
student understanding. This video presentation will provide
an in depth overview of the intraoperative feasibility and
capabilities of Google Glass as well as the utility of the
Medicrate system.
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Introduction: Implementation of the well-developed
AHPBA/ANZHPBA fellowship curricula remains limited.
The current generation of trainees embrace online learning.
The AHPBA and ANZHPBA are therefore developing an
online interface to facilitate an interactive didactic experi-
ence for HPB fellows to augment the current curriculum. A
needs-assessment was performed to identify content modali-
ties to optimize fellow education.
Methods: A 22-question survey querying fellows’ learning
styles and use of various learning tools was disseminated
electronically to 38 North American/Australasian HPB
fellows after validation and revision in an initial 5-resident
cohort for clarity and response time.
Results: The survey response rate was 55%(n = 21).
Median respondent age was 35 y(range 30–42 y) and 80%
were male. Only 67% endorsed familiarity with their
required HPB curriculum, and 43% indicated dissatisfaction
with current personal study strategies. 62% reported they
primarily studied with focused intent (preparing for cases
with immediate clinical relevance) versus following a pre-
scribed curriculum(5%). 86% of fellows reported accessing
information via computer and 43% via phone or tablet, while
67% of respondents also utilized textbooks. Figure 1 delin-
eates online learning modalities respondents would utilize if
available. Fellows indicated they would participate in an
interactive discussion board once(47%) or 2–3 times(24%)
weekly. Most respondents (86%) would meaningfully follow
1–2 discussions per month.
Conclusion: HPB fellows utilize online learning tools.
Improved implementation of the HPB fellows’ curricula is
needed. This study informs learning modalities likely to be
utilized by current HPB fellows, and guides design and
development of learning tools and interactive components
most likely to be adopted by fellows.
LO-F.02 THE CURRENT STATE OF HPB
FELLOWSHIP EXPERIENCE IN NORTH
AMERICA
H. Osman and D. Jeyarajah
Methodist Dallas Medical Center, Dallas, TX
Aim: The face of HPB training has changed over the past
decade. The growth of focused HPB fellowships that are
vetted with a rigorous accreditation process through the Fel-
lowship Council (FC) has established these fellowships as an
attractive mode of training in HPB surgery. This study looks
at the volume of HPB cases performed during these fellow-
ships in North America.
Methods: After approval by the FC research committee,
data from all HPB fellowships that had three years worth of
complete fellow case log data were tabulated and reported
(n = 12). Two year fellowships had their fellow logs tabulated
at the completion of both years. Those programs that had
transplant experience (n = 9) were reported.
Results: Data for fellows’ case numbers is shown below.
Table 1(liv-maj: hemi liver resection. liv-min: 2 segments or
less.PD: Pancreaticoduodenectomy. DP: distal pancreatec-
tomy).
Conclusion: This study validates that FC accredited HPB
fellowships have a robust exposure to complex HPB surgery.
Fellows completing these fellowships should be well versed
in the management and surgical treatment of HPB patients.
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Background: The objective of this study was to evaluate
survival after resection of primary tumor and/or metastatic
sites, by age and the extent of nodal spread, using the
population-based SEER registry.
Methods: We extracted data on pts diagnosed with colon
adenocarcinoma between 2000–2010 (N = 232,640). We
analyzed extent of nodal involvement (N0-2) in cases with
≥12 lymph nodes examined (LNE), identified stage IV pts
with recorded resection of primary tumor or of metastases.
Association of overall survival (OS) with metastatectomy
was evaluated in multivariable Cox models.
Results: Among 41,590 pts with stage IV cancer, 67%
underwent primary surgery and 11% metastatectomy. Older
pts were more likely to have <12 LNE, but also to have
N0 status when adequately staged (Table, P < .0001).
Metastatectomy (N = 4,506) was less common in older
patients (Table). OS after resection inversely associated with
age, nodal involvement, tumor grade and suboptimal staging
with <12 LNE (P < .0001). However, OS benefit of
metastatectomy was significant in all age groups except those
≥85 y old (Table) and was independent of the extent of nodal
spread (HR, 0.71, 0.68 and 0.77 for N0, N1 and N2 cases,
respectively) or tumor grade.
Conclusion: The survival advantage of metastatic site resec-
tion in colon cancer is present in ages up to 85 y. Adequate
nodal resection favorably correlates with survival after
metastatectomy, and older pts are more likely to be node-
negative at resection with ≥12 LNE. These results support
offering curative metastatectomy and resection of the
primary tumor in this age group.
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Introduction: Costs of surgical care in private insurance
systems are not well understood. In high-complexity surgical
procedures, surgical and perioperative costs, as well as read-
mission and further therapies, are likely to drastically affect
total costs incurred.
Methods: The MarketScan® database, 2008–10, containing
claims for >56 million employees/dependents under private
insurance, was used to identify major pancreatectomy
(n = 2254) and hepatobiliary (n = 1702) surgery patients who
were enrolled >=120 days prior to surgery and after dis-
charge. “Total costs” represent all payments paid to the pro-
vider for services reported within this timeframe, inflated to
2010 dollars. We also measured all payments for the initial
surgery and subsequent hospital stay only (“surgical costs”).
Results: Median age was 53, with perioperative mortality of
2.1% (pancreas), and 1.5% (liver), respectively. Median post-
operative length-of-stay was 9 d for pancreatectomy and 6 d
for hepatectomy. Fewer pancreatectomy patients were dis-
charged to home compared to hepatectomy patients (70.9%
vs 85.1%). 120 d readmission rates were higher for pancre-
atic surgery (31.1%) than for hepatic surgery (22.7%). Mean
total costs were $105,200 (95% CI: $102,200-$108,200) for
pancreatectomy and $88,600 (95% CI: $85,800-$91,500) for
hepatectomy. Mean surgical costs were $70,700 for pancrea-
tectomy, representing 67% of total costs, while mean surgical
costs were $55,600 for hepatectomy, 63% of total costs.
Conclusion: This study reports costs for surgery patients in
private insurance. These patients are younger and likely to have
fewer co-morbidities than those covered by Medicare. Total cost
of surgical care was influenced largely by the index surgical
admission, representing 63–67% of the total costs of care.
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Background: Pancreatic surgery is a challenge for most
surgeons. This complexity is clearly increased with the use of
the minimally invasive techniques. However, Robotic system
may overcome some of the limitations of the laparoscopic
procedure.
Materials and Methods: In this video we show a case of
Robotic assisted duodeno-cephalic pancreatectomy.
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